This study examined the impact of a 4-day empathy training program for social professions. The major focus of the training was to enhance reflected empathic behavior as a resource in emotionally tense situations by strengthening self-other differentiation and emotional self-acceptance. It was hypothesized that maladjustment symptoms such as depressiveness and irritation would decline as a consequence. The sample analyzed in this randomized control study evaluating the training program was comprised of 319 health care trainees at the graduate level (intervention group n = 147, control group n = 172). Longitudinal follow-up data were collected before and 3 months after the training. Measures of emotional competences and maladjustment symptoms were taken. Results showed significant change in emotional self-acceptance, resilience, emotional self-perception, self-other-differentiation, irritation, and psycho-social maladjustment symptoms in the intervention group compared with the control group. Self-other differentiation was found to be a small yet significant mediator.
Introduction
Empathy is considered a central resource in social professions such as therapy, counseling, and especially health care (Brunero, Lamont, & Coates, 2010; Hojat, 2007) . Training programs to enhance empathy are therefore understandably frequently implemented in the field (Brunero et al., 2010; Stepien & Baernstein, 2006) . Besides the fact that these programs are seldom evaluated according to the standards of psychological science (Butters, T. Altmann et al. 1894 2010), most programs try to enhance empathy without considering the negative consequences that the empathic sharing of emotions can have (e.g., depression ; Carré, Stefaniak, D'Ambrosio, Bensalah, & Besche-Richard, 2013; Corcoran, 1989; Thoma et al., 2011) , especially in the social professions (Åström, Nilsson, Norberg, Sandman, & Winbald, 1991; Thomas, 2013) .
Self-other differentiation being the ability to keep the emotions of another person separate from one's own emotions is a significant factor in empathy (Altmann & Roth, 2013) , but it is usually considered simply as a given in empathy models (Decety & Jackson, 2006) . As a consequence, many empathy training programs tend to ignore this variable and promote a rather undifferentiated version of empathy aimed at increasing empathy "as such" without considering the functional and dysfunctional aspects of the interactional empathy process.
In this paper, we discuss dysfunctional aspects of empathic behavior to explain the relation between this undifferentiated or "unreflected" empathy and long-term maladjustment symptoms such as depressiveness. A training program to reduce dysfunctional empathic behaviors through self-other differentiation is presented and evaluated.
Empathy and Dysfunctional Empathic Behavior
Empathy has been defined in many ways, such as feeling with (Hoffman, 2000) , feeling into (Kohut, 1984) , understanding (Steins & Wicklund, 1993) another person, and responding to him or her in a certain way (Kunyk & Olson, 2001 ). Based on this multitude of concepts, Marshall, Hudson, Jones, and Fernandez (1995) as well as Altmann and Roth (2013) , among others, showed how the most frequently described aspects of empathy (cognitive and affective empathy as well as conceptions as a trait, temperament, ability, and skill; e.g., Davis, 1983; Gerdes, Segal, & Lietz, 2010; Preston & de Waal, 2002; Singer, 2006) , can be integrated into a comprehensive empathy model. The inner process of empathy is described as a sequence of 1) perceiving the other person's emotional information, 2) generating a mental model or mental representation of the other person's situation, 3) generating an empathic emotion similar to that perceived to be felt by the other person, and 4) responding to the other person.
Although empathy is commonly associated with socially desirable variables such as altruistic behavior (Batson & Shaw, 1991) , relationship satisfaction (Long, Angera, & Hakoyama, 2008) , and leadership efficacy (Kellett, Humphrey, & Sleeth, 2002) , current studies also report correlations with negative outcomes such as depressiveness (Thoma et al., 2011) and burnout (Bragard, Etienne, Merckaert, Libert, & Razavi, 2010; Lee, 2010) .
As an explanation for this relation, Altmann and Roth (2013) suggest the Empathic Short Circuit (ESC) as a form of (dysfunctional) empathic behavior with negative outcomes. The ESC can best be described with an example:
Especially in emotionally tense situations, such as when a good friend shares his sad story about an awful misfortune with his girlfriend, the empathically transferred emotion is obviously unpleasant. If the listener clearly distinguishes between her own emotions and the emotions that have been empathically aroused in her, she can share the experience with her friend and feel with him without losing her own emotional stability. If, however, the listener does not distinguish clearly enough, she will experience the unpleasant feeling triggered by her friend's narration as her own (the experience of stress when seeing others in unpleasant situations has been discussed as personal distress by e.g. Batson, Fultz, & Schoenrade, 1987; Decety & Lamm, 2009; Thomas, 2013) . Moreover, since the listener is unable to change her friend's situation, she is thus unable to control her own emotional situation. A simple and effective way to regain control of the situation and rid herself of the unpleasant emotion would be to change her mental representation of her friend's situation. Instead of pain and sorrow, she could remodel the representation of her friend into one in which he is being whiny and oversensitive. A plausible reaction would now be to cut the interaction short and thus sever the empathic connection by invalidating the emotion or severity of the friend's situation. Evaluative remarks such as "It's not that bad," "That's no reason to cry, I had it worse when…," or "Maybe it's for the better," are typical invalidating examples.
The need to respond in such a way may result from a weak (or situationally weakened) self-other differentiation, comparable to losing "the 'as if' quality" described by Rogers (1957: p. 99) . Empathic short circuit responses are a way to end or escape this emotionally threatening or destabilizing empathic interaction by eliminating the potential of the situation-just as an electrical short circuit eliminates the electrical potential of a circuit.
Following Altmann and Roth (2013) , this kind of unreflected empathic reaction may lead to an accumulation of emotional exhaustion, dissatisfaction, and low-quality social interactions. This, in turn, may account for a variety of maladjustment symptoms, among which are the indistinct symptoms of depressiveness, irritation, social insecurity, anxiety, or psychosomatic symptoms. This is especially the case in social professions as they involve frequent interactions in often emotionally tense settings (Åström et al., 1991; Lamm, Batson, & Decety, 2007) . Nurses, in particular, work in an environment that requires a great deal of emotional responsiveness and involves high emotional pressure (Henderson, 2001; Hojat, 2007) because patients in severe situations depend on nurses as perhaps their only readily available interaction partners. Self-other differentiation as the basis for an accurate mental representation enables reflective, functional empathic behavior (Batson et al., 1987) and prevents empathic short circuit reactions.
Training Functional Empathy with Nonviolent Communication
On the basis of the ideas above, we believe that empathy training programs for social professions should focus on increasing self-other differentiation as a key resource to guard against dysfunctional empathic reactions and thereby to prevent emotional exhaustion and maladjustment. This is especially relevant as the resulting symptoms are difficult to influence directly (Duquette, Kérowc, Sandhu, & Beaudet, 1994) . Consequently, we developed a training program to prevent Empathic Short Circuit reactions in the everyday work of social professions by strengthening self-other differentiation. We found that the concept best suited to realize this objective was Nonviolent Communication (NVC) as developed by Rosenberg (Rosenberg & Molho, 1998) . NVC is a 4-step communication process in which a person's observations, feelings, needs, and requests are to be shared in a nonviolent and validating way. Conversely, analyses, interpretations, and evaluations of the other person are believed to reduce the quality of an interaction (for a detailed description, see Rosenberg, 1999 Rosenberg, , 2012 . By suggesting a dual focus of attention on both the other person and on one's self, NVC promotes a clear distinction between the feelings and needs of one's counterpart and one's own feelings and needs, i.e. self-other differentiation.
The training is designed to be implemented across four consecutive days. Day 1 is about understanding what empathy is, how it is an inevitable part of everyday interactions, how unreflected empathic acting can lead to Empathic Short Circuits (ESCs), and the consequences of ESCs. Day 2 focuses on understanding the basics of NVC with practical units to incorporate tools such as the feelings and needs inventories. On Day 3, the application of NVC in interactions is practiced step-by-step in simple to complex settings. On Day 4, a complex example case is practiced in a role play setting where the various aspects of the training are applied and put to the test. Goals and example exercises for each training day are displayed in Table 1.
Hypotheses
As the training program focuses primarily on emotional self-reflection, especially in emotional tense situations, we expected a general increase in emotional competences for the intervention group compared with the control group. This includes the ability to recognize, accept, and clearly identify one's own emotions and the emotions of others as well as the ability to act positively even in emotionally stressful or tense situations (resilience).
As a result of the training, we expected the intervention group to experience an increase in self-other differentiation, thereby reducing the negative load of tense or otherwise negative emotions derived from empathy. This, in turn, was expected to lead to a reduction in psychosomatic symptoms and a decline in maladjustment, although these issues were not directly addressed in the training.
Consequently, we predicted that the change in these maladjustment indicators would be mediated by the change in self-other differentiation.
Method

Sample and Procedure
We evaluated the training program in a randomized control group design. The sample comprised nursing trainees at graduate level, i.e. the final qualification stage before certification. Subjects had a mean working time experience of 65 weeks prior to the intervention which is equivalent to 1.5 years fulltime. • knowledge of the four steps and differentiations of Nonviolent Communication (NVC) • ability to formally use these four steps to rephrase individual messages
• differentiating exemplary sentences into violent vs. nonviolent language • using both the feelings and needs inventory to specify typical messages by coworkers and patients as well as one's own messages 3
• insight into the experience of being fundamentally understood and the ability to promote this experience in others by using the NVC pattern • ability to spontaneously apply the NVC pattern in conversations with others and for emotional self-clarification in or after emotionally intense situations
• having an argument about an actual disagreement first spontaneously and then by using the process of feedback to ensure that each single argument is truly understood before stating one's counterargument • rephrasing another participant's neutrally told story by filling it with assumed emotions and needs • retelling one's own story with a focus on emotions and unfulfilled needs 4
• ability to use the NVC pattern in a complex scenario similar to the actual work setting with the dual focus on the experience of the other person and on one's own experience • critical look back on the training and individual conclusions about the opportunities and limitations of NVC in practice
• example case as a role play taken from an actual situation with the responsibility of producing a positive outcome (i.e., the compliance of the patient) placed solely on the participant • discussion of pros and cons of the NVC pattern and its applicability
The four day training program was administered by two out of four expert trainers in each training of the intervention group to ensure optimal teaching and supervision during small group exercises. All trainings were integrated into the qualification curriculum. The control group participants received a placebo training with no particular reference to empathy.
Data were collected at two measurement points (paper-pencil) with an average of 3.3 months between the initial and follow-up measurements. Initial t 0 measures for the intervention group were taken right before the training. The trainings and t 1 post measurements were scheduled so that both the intervention group and the control group had at least 6 weeks of fulltime work in a hospital in between (as part of the nursing qualification curriculum). This time of practice after the training was deemed necessary for the participants to be able to apply the learned principles, allowing the training effects to be realized. Figure 1 illustrates the design.
The total sample comprised N = 448 subjects. Of these, n = 210 were randomly assigned to the intervention group (nine training groups with 19 to 28 participants each) and n = 238 to the control group. Subjects in the intervention group who did not take part in every training day and were not present at each measurement occasion were excluded. Control group participants were excluded if they participated at only one measurement point. The final sample consisted of 147 subjects in the intervention group and 172 subjects in the control group. Participants' mean age in the intervention group was M = 22.2 years (SD = 2.5); in the control group, M = 21.6 years (SD = 2.6). The samples were 83.0% and 81.4% female in the intervention and control groups, respectively.
Measures
German versions of the measures were administered. For calculating Cronbach's alphas the combined samples of intervention and control groups at the first (pre) measurement point were used. (2008) measures the constructive handling of negative or burdensome emotions. Three out of nine subscales were used in this study, each measured with three items and a 4-point Likert scale ranging from 1 (not at all) to 4 (almost always): emotional self-acceptance (Cronbach's α = 0.71, e.g., "In recent weeks, I was able to accept even negative emotions") emotional clarity (Cronbach's α = 0.70, e.g., "In recent weeks, I knew well how I was feeling in that moment"), and resilience (Cronbach's α = 0.72, e.g., "In recent weeks, I felt capable of coping even with intense negative emotions").
The Irritation Scale (Mohr, Müller, Rigotti, Aycan, & Tschan, 2006 ) measures mental and emotional job strain, rumination, and psychic exhaustion using a 7-point Likert scale ranging from 1 (does not describe me at all) to 7 (describes me quite accurately). The instrument differentiates between the subscale cognitive irritation (Cronbach's α = 0.79, three items, e.g., "Even when I'm on holiday, I think about problems at work") and emotional irritation (Cronbach's α = 0.80, five items, e.g., "If others talk to me, I react grumpily at times").
The Involvement scale by Büssing and Perrar (1992) (Cronbach's α = 0.49, three items, e.g., "In many respects, I feel similar to my patients") is a measure of lacking self-other differentiation. A 5-point Likert scale ranging from 1 (only slightly/only rarely) to 5 (very strongly/very often) was used. The low internal consistency seems to be a common problem of the scale and will be considered in the discussion.
The Symptom Checklist-90-R by Derogatis (1977; cf. Franke, 1995 ) is a questionnaire for measuring different kinds of psychosomatic and physical strain and the impairment that results from them. Participants had to indicate the extent to which they have experienced various symptoms during the previous 7 days using a 5-point Likert scale ranging from 0 (not at all) to 4 (very strongly). We selected four of the nine subscales to use in the present study: anxiety (Cronbach's α = 0.86, 10 items, e.g. "trembling"), depression (Cronbach's α = 0.90, 13 items, e.g., "likely to cry"), somatization (Cronbach's α = 0.85, 12 items, e.g., "headache"), and interpersonal insecurity (84, nine items, e.g., "feeling inferior to others"). Based on the results of principal component analyses, the four subscales could be subsumed into one global factor (Cronbach's α = 0.96) explaining 74.5% of the variance. Loadings on this factor varied between a = 0.81 and 0.89. Because the analysis suggested a single factor, it was used as a combined indicator of psychosomatic and/or maladjustment symptoms which we called global symptom score.
Statistical Analysis
To analyze the efficacy of the treatment, we calculated a repeated measures MANOVA with the repeated measures factor time (pre vs. post measurement) and the between-person factor condition (intervention vs. control group) with all dependent variables in a combined multivariate model to account for the correlations between the dependent variables and calculated univariate models to estimate the effects of each dimension. Significant interaction effects between the factors time and condition would indicate that the respective variable showed a different developmental pattern as a result of the training.
As a measure of effect size, we calculated ˆI C δ for intervention versus control group designs by Becker (1988) . It can be interpreted similar to Cohen's (1988) d such that effects greater than 0.20 are considered to be clinically relevant (Kimber, Sandell, & Bremberg, 2007) . A positive ˆI C δ value indicates a stronger increase in the variable in the intervention group compared with the change in the control group and vice versa.
T. Altmann et al. 1898 Table 2 are descriptive results for both the intervention and control groups during the pre and post measurement points.
Results
Displayed in
Effects of the Training Program
As described in the method section above, a positive ˆI C δ value as an effect size for the intervention effect in the repeated measures MANOVA (interaction of time × condition) indicates a stronger increase in the dependent variables in the intervention group compared with the change in the control group and vice versa. The results are presented in Table 3 .
The RM-MANOVA showed a significant interaction of time with condition on the outcome variables. Using Pillai's trace, the interaction effect was V = 0.11, F(18, 300) = 2.08, p = 0.007. Using Roy's largest root, the result is quite similar with Θ = 0.13, F(18, 300) = 2.08, p = 0.007.
As indicated by the univariate tests (see Table 3 ), we found a significantly stronger increase in the intervention group compared with the control group for the dimensions emotional self-perception, emotional self-acceptance, emotional clarity, and resilience, as hypothesized. Likewise, we found significantly stronger declines in the intervention group compared with the control group for the dimensions of maladjustment, i.e., emotional irritation, involvement, and the global symptom score, as hypothesized.
No significant differences over time were found between the two groups on the dimensions perception of emotions in others and cognitive irritation. Figure 2 and Figure 3 display the change over time in the two experimental groups.
Self-Other Differentiation as a Mediator
The mediation procedures by Baron and Kenny (1986) , the Sobel (1982) test of the indirect effect, and the kappa squared (κ 2 ) effect size by Preacher and Kelley (2011) were calculated. κ 2 measures the strength of the indirect effect in relation to the effect size that the specific design could maximally produce and can take on values between 0 and 1, where 0.01 is generally considered to be a small, 0.09 a medium, and 0.25 a large effect. Mediation effects were tested for the two maladjustment variables emotional irritation and the global symptom score as no training effect was observed for cognitive irritation. As shown in Figure 4 and Figure 5 , the regression coefficients decreased in both outcome variables when the mediator variable was included in the model, thus indicating that the effects of the training on changes in the adjustment scores were partially mediated by changes in self-other differentiation. In both cases, these indirect effects were significant according to the Sobel test (p < 0.05). However, as shown by the regression coefficients as well as by κ 2 for the global symptom score (κ 2 = 0.03, p < 0.05), and for emotional irritation (κ 2 = 0.03, p < 0.05), these effects are rather small. 
Discussion
Program Efficacy
The results showed that the ability to differentiate between one's own emotions and the emotional situations of other people increased only to some extent though significantly in the intervention group compared with the control group. We believe that change was produced by the training's constant emphasis on focusing both on the emotional situation of the other person and on one's own emotional situation. This was followed by a slight increase in emotional competences, such as the ability to act empathically in a reflected way even in challenging emotional situations, as emotional self-other differentiation facilitated the handling of such emotional situations. Maladjustment symptoms such as irritation and psychosomatic symptoms decreased accordingly (Thoma et al., 2011) . These changes, though significant, showed only small to medium effect sizes, which will be discussed below.
Analyses showed that our sample of nursing students displayed much lower scores on the maladjustment symptoms and higher scores in the competence self-ratings than expected. Although the curriculum of nursing training encompasses long periods of training on the job, the students obviously did not yet show the much higher levels of strain common in this field. A possible explanation for this could be that the students' recurring off-the-job training times significantly reduce the stress they experience. The resulting contrast between their own experience of low stress and the much higher stress levels of the full-time nurses with whom they work during their on-the-job-training time might in turn cause the students to overestimate their competences (stable internal attribution; Weiner, 1986) . To enhance already strong competence ratings and reduce already low symptom ratings with high effect sizes is unlikely (ceiling and floor effect, respectively).
On a similar note, an interesting phenomenon occurred in that some of the effects were caused mostly by a negative change in the control group and only slight or no change in the intervention group. This can be interpreted as a buffering or preventive effect of the training against the well-known tendency of growing strain in the course of years on the job. The intervention group maintained their high competence and low maladjustment levels even during the strenuous on-the-job-training, while the control group began to decline to the normal and more common level of full-time nurses.
The general effect sizes reached only a small and medium level. We believe, however, that the effects are noteworthy for two reasons. First, effects greater than 0.20 are in fact clinically relevant (Kimber et al., 2007) and the significant training effects ranged from 0.22 to 0.39. And second, these effects occurred even in a sample of unimpaired nursing novices with very low maladjustment symptoms at the pre measurement. It can therefore be expected that a sample with higher symptom scores (such as full-time nurses) would show an accordingly stronger decrease. Therefore, the current effect sizes probably underestimate the potential of the intervention which as it stands provides a buffering effect for trainees.
Further studies are planned to evaluate the training with full-time workers, which requires the length of the training program to be shortened significantly. Focusing on the practical session, mostly on self-other differentiation exercises, and reducing the theoretical units might produce the same if not better results (see paragraph below).
Mediation
Results showed that the relation between participation in the training and the outcome variables of maladjustment were mediated by self-other differentiation. The very small effect sizes might indicate that the mediator is only one among several other important influencing factors, such as self-efficacy or participants' motivation during the training or sympathy toward the trainer. Of course, the low internal consistency of the measure most likely weakened the effect noticeably. Using alternative measures, such as the Emotional Contagion Scale (Doherty, 1997) as an inverted indicator for self-other differentiation, might produce more reliable results in further studies.
Limitations and Prospects
The major restriction of the study is of course the sample of nursing students, as discussed above. The validity of the program's effectiveness among full-time workers and in different professions (e.g., therapy or education) still needs to be tested. Furthermore, we used only two points of measurement and were therefore unable to evaluate the single modules of the program, which would ease the compilation of a shorter version. Finally, although the sample roughly represented the distribution of men and women in the field of nursing, it must be mentioned that 83% of the participants were female, which limits the validity of our results mainly to this gender.
Conclusion
While training and developing empathy "per se" also increases the risk of further developing the potential negative outcomes of empathy (maladjustment symptoms such as irritation, depressiveness, and burnout), training empathy by strengthening self-other differentiation can reduce and buffer the development of these symptoms. It seems plausible to integrate self-other differentiation not only as an assumption in the empathy definition but also as an essential part in empathy training programs. The concept of Nonviolent Communication can be used as a helpful technique to learn and practice the expression and reflection of self-other differentiated empathy.
